These results confirm the continuing value of the necropsy in the assessment of perioperative deaths.
Out of the total of 1451 necropsies, 213
(1470°0) were cases of perioperative death as defined by the CEPOD. Table 2 shows the age and sex distribution of necropsied cases of perioperative death. Numerous examples were found of additional disease which would have ultimately affected survival (class III). These included unsuspected bronchogenic and rectal tumours, along with less common conditions such as neuroendocrine tumours with metastases and a parathyroid carcinoma. Class IV findings were also common and included many unsuspected benign lesions which would have produced no clinical symptoms.
Discussion
In a recent study of deaths occurring in a major Belfast teaching hospital,3 one of the three hospitals under scrutiny in the present investigation, a post mortem examination was performed in only 35% of cases of perioperative death, as defined in the CEPOD report. The necropsy rate in perioperative cases was greater than that for nonperioperative surgical patients and for medical patients, due to an excess of coroners' cases in the perioperative group. The coroner's necropsy is commonly called for in Northern Ireland in cases when death occurs within 24 hours of a surgical operation. These figures suggested that no particular emphasis was being placed on the hospital necropsy in such cases. This was also evident from the CEPOD pilot study, which made only a passing reference to necropsies in surgical audit and which did not attempt to evaluate the contribution of those necropsies which were undertaken in the course of the study.
A large number of general studies of the hospital necropsy have shown a substantial incidence of diagnostic discrepancies. In a retrospective study of 2145 consecutive necropsies Stevanovic et al found that the overall rate of major discrepancies between clinical and necropsy diagnosis was 2900. None of these previous investigations looked specifically at perioperative deaths. For this reason, our present study was designed to determine the current role of the necropsy in perioperative cases dying in a major teaching hospital. It might reasonably be argued that this group would show a lower than average rate of diagnostic discrepancies in view of the more detailed clinical information available from the preoperative work-up and from the direct inspection of tissues provided by the surgical procedure itself. This, however, was not the case.
The present study shows that in 20.6qo of perioperative deaths there was a major discrepancy of diagnosis with a potential impact on patient survival. whole. There will undoubtedly be a group discharged from hospital after operation and dying at home, who do not fall within the CEPOD definition of perioperative death and who will not be necropsied. Moreover, it may well be that cases dying in hospital later in the perioperative period have necropsies performed less frequently than those dying within three days of operation, when the coroner is more likely to become involved. Further study is necessary to determine possible variations in the necropsy rate throughout the 30 day perioperative period, although the cumulative percentage of cases against time of death in the present series did not seem to differ considerably from the experience of CEPOD.l In summary, this investigation has confirmed the frequent occurrence of discrepancies between clinical and necropsy diagnosis in cases of perioperative death. This reaffirms the value of the necropsy in the audit of current perioperative patient care.
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